A thing called Q While improving health care is seen as fundamental to controlling health care spending and to achieving better health outcomes, the mechanisms for delivering quality improvement, safer care or, simply, better services are less clear. Large-scale improvement initiatives have been attempted in different countries and in a variety of health care settings. Examples include the Scottish Patient Safety Programme 1 across hospitals and community health services begun in 2013, and the Best Care Always campaign in South Africa, 2 modelled on the Institute for Healthcare Improvement's 100,000 Lives Campaign. 3 Improvement has been institutionalized, notably in the USA in the Institute for Healthcare Improvement (IHI) and in England in NHS Improvement (a national statutory organization responsible both for regulation and for development and change in providers). Not surprisingly, this has been accompanied by the growth of a new methodology and new language of improvement science. 4 Alongside these large-scale initiatives, a plethora of small, local quality improvement activities have been initiated in health care organizations, often led by individual clinicians or managers and undertaken by small teams. Improvement is modelled as either 'go large' and attempt system-wide transformation, or 'try small' with more incremental, micro level work. Both approaches have fallen on the rocky barriers to implementation. 5, 6 It seems that health service improvement requires alternative approaches. One innovative attempt to break out of this binary in the UK offers a distinctive way for improving care -a thing called Q.
Care failures, such as those at the Mid Staffordshire hospital in England, led to a series of high-profile inquiries that promised that the health care system would learn from the mistakes made and move forward with a new awareness about the quality of care. Alongside the largely predictable 290 recommendations made in the Francis Report into Mid Staffordshire hospital 7 which aimed to prevent another hospital scandal, Don Berwick, director of IHI, was asked to consider the improvement challenge facing the NHS in England. His report, A promise to learn, a commitment to act, 8 urged the NHS to 'focus on the culture that you want to nurture: buoyant, curious, sharing, open-minded, and ambitious to do even better for patients, carers, communities, and staff pride and joy'. 8 This set of adjectives emphasized the personal and cultural shifts required to improve care, rather than the frequent remedy of further regulation and standardization.
Berwick's solution to the problems identified by Francis and others lay with the people who deliver health care. He called for the establishment of an NHS Improvement Fellows programme comprising 5000 fellows over five years who would be champions, experts, leaders and motivators capable of devising and implementing health care improvement. To borrow the short-hand slogan that accompanied this programme, '5000 fellows to save 10,000 lives'. Nothing quite like this, in terms of scale or philosophy had been tried before.
The initiative has been funded by the Health Foundation and NHS Improvement who have committed nearly £2 million initial funding to launch what has been titled the Q Initiative. It was co-designed during 2015 by a founding cohort of 231 members. It is one of the largest attempts at co-design and certainly a novelty in the field of health care improvement. A further 216 members have since been recruited and it is envisaged that eventually it will involve thousands. As Berwick commented, if this initiative 'succeeds, the NHS in the UK will be leading the world in creating, at national scale, system-wide capacities for improvement'. Q is both infrastructure support and a dispersed member network designed to enable learning and improvement work. It resembles organic social movements such as those formed around campaigning, civil and disability rights movements, 9 but it is also a deliberative change project. Tensions between the institutional aims of The Health Foundation and of NHS Improvement together with a diverse membership engaged in the emergent design process have been seen as challenges and critical engagement. 12 Nonetheless, the Q initiative has significant national membership across the UK, an operating model 1, 10 and ambitions to grow the capacity of the health and care system to improve. The early phase was subject to an independent multi-method evaluation which suggested that while the initiation work had been largely successful, the future success of the initiative 'faces wider challenges in the shape of fragmentation of the NHS, low staff morale, efficiency savings and the lack of a national improvement body'. 12 There is evidence that Q has increased social networks and connectivity amongst people engaged in health care improvement and the recruitment of a second cohort indicates an appetite for joining this new social movement. It will be up to the health services research and policy community, and ultimately patients, to help Q assess whether it has achieved its ambitions.
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